Physical examination revealed a red subungual mass with crust on top and onycholysis [ Figure 1a and 1b]. The nail was removed, and subsequently, the visible subungual mass was excised. Dermoscopy did not show typical longitudinal melanonychia or erythronychia, irregular vascularity, or hemorrhage [ Figure 1c ]. Histopathological examination of the specimen revealed poorly to moderately differentiated squamous cell and keratinocyte atypia, with atypical mitotic figures involving all layers of the dermis. In addition, the margin was positive [ Figure 1d -1f]. Therefore, squamous cell carcinoma (SCC) was diagnosed. Real-time fluorescent polymerase chain reaction of human papillomavirus (HPV) 6, 11, 16, and 18 of the specimen revealed negative. Chest radiography and whole-body technetium-99 m bone scanning did not reveal any evidence of metastases. The patient was referred to the hand surgery department, and distal digital amputation was performed.
SCC of the nail bed is an uncommon neoplasm. It most commonly affects the fingernails of middle-aged men, with a peak incidence between 50 and 69 years of age. Studies have shown strong associations with immunosuppression, current or previous tobacco use, toxin/radiation exposure, and trauma. [1] A number of studies have confirmed a causative role for HPV, mostly HPV16, in the development of this tumor. Bone involvement may occur but metastases are extremely rare. The most common clinical signs of SCC of the nail unit are, in decreasing order, subungual hyperkeratosis, onycholysis, oozing, and nail plate destruction. [2] The tumors are usually growing slowly, simulating other benign conditions, such as chronic paronychia, onychomycosis, pyogenic granuloma, or verruca vulgaris. Besides, SCC of the nail bed needs to be distinguished from other malignant tumors, such as verrucous carcinoma and melanoma. Verrucous carcinoma is a rare, highly keratinizing variant of SCC that is characterized by local aggressiveness but a low potential for metastasis. Histopathologic findings of verrucous carcinoma include hyperkeratosis, parakeratosis, and marked acanthosis. [3] Melanoma arising from the nail bed accounts for 30% nail apparatus melanoma and presents as a nodule that may be pigmented, an ulceration with bleeding, or an isolated fold pigmentation, unexplained monodactylic paronychia, or partial destruction of the nail plate. In addition, about 20-30% of cases of nail apparatus melanoma are amelanotic and need more consideration. [4] There are multiple effective treatment possibilities, including Mohs surgery, distal digital amputation, and radiotherapy. The study shows that Mohs surgery provides the highest cure rate for the treatment of nail SCC and should be considered the first-line surgical approach. [5] Financial support and sponsorship
